in 1952 was 66 for men and 71 for women. A combination of socioeconomic advances, lifestyle changes and better medical care, both preventive and interventional mean that today's figures are 78 and 82, respectively, with lifeexpectancy at 70 already around 17 years for men and 19 years for women. 1,2 Nearly a quarter of our population is now over 60 and the fastest growing segment of the population is those over 80.
When the National Health Society (NHS) was founded in 1948, nearly half the population died before they reached 65. Average life-expectancy at Queen Elizabeth's coronation in 1952 was 66 for men and 71 for women. A combination of socioeconomic advances, lifestyle changes and better medical care, both preventive and interventional mean that today's figures are 78 and 82, respectively, with lifeexpectancy at 70 already around 17 years for men and 19 years for women. 1, 2 Nearly a quarter of our population is now over 60 and the fastest growing segment of the population is those over 80.
While many older people report high levels of happiness, independence, health and wellbeing, population ageing has meant that a far higher overall number of people survive with (often multiple) long-term conditions, with a degree of functional, sensory or cognitive impairment and disability or with frailty syndrome. 3 This has been a "game changer" for hospital services. During the past decade there has been a 37% increase in emergency admissions to hospital and 67% increase in all acute care episodes inpatients over 75. Around 65% of hospital admissions and 70% of bed days in NHS general hospitals are now inpatients over 65, with a quarter of bed days inpatients over 85. 4, 5 Not only are these patients old, but they often have multiple long-term conditions. Around one in four adult beds is occupied by someone with dementia. 6 Delirium affects around one in four patients over 65 in general hospitals. 7 Falls and falls injuries are a leading cause of emergency room attendance. Many older patients in hospital also have poor mobility, poor nutritional status or incontinence. Increasingly, these patients, often with a combination of social vulnerability, frailty or long-term co-morbidity require far more than mere treatment of the acute episode of illness which triggered their admission. 8, 9 For instance, skilled comprehensive geriatric assessment, rehabilitation, discharge planning, effective communication with carers and community services, competence in the care of dementia and psychological co-morbidity. 10 It is clear from a number of reports that our hospitals do not consistently provide such services to a high enough standard.
Rockwood said pertinently, "If we design services for patients with one thing wrong at once, but patients with many things wrong turn up, the fault lies not with the users but with the service, yet all too often such patients are deemed inappropriate and presented as a problem" 11 . . . what has been referred to as a "right bed wrong patients" mindset. A recent report from the Royal College of Physicians stated that "it is increasingly clear that our hospitals are struggling to cope with the challenge of an ageing population and increasing hospital admissions". 4 Patient safety is one of the key domains of quality in hospital services. And increasingly the story of patient safety in hospitals is in essence the story of older patients. And older patients with less reserve are more likely to suffer lasting harm as a consequence of safety incidents and adverse events. The high volume safety incidents and harms predominantly affect older patients and include complications not always classically discussed in safety literature, such as unsafe discharge, loss of mobility, development of acute confusion, as well as more "usual suspects" such as avoidable mortality.
Accidental falls, pressure sores, deep vein thromboses, and hospital acquired infection are all threats to the old in hospital. In this issue of Clinical Risk, Power et al., 12 describe the Safety Thermometer -an innovative approach to describe inpatient care free of all these harms, many of which are most likely in the same patient group. Accidental falls represent the biggest safety incident in NHS hospitals -around 35% of all reported incidents and nearly 300 000 last year. 13 There is a decent evidence base on effective interventions but this has not always been translated into "real life" practice. 14 Older patients are more likely to be on numerous prescribed medications and are more at risk from potential side-effects and interactions as well as drug administration and prescribing errors. Here, Manyemba and Jackson 16 have provided an incisive overview of this subject. We also know that older patients undergoing surgery at greater risk of complications and mortality. However, excessive caution, delay and cancellation can have equally harmful effects as can lack of access to specialist clinicians. Indeed the national drive over the past few years in England to operate far more quickly on older patients with hip fractures as part of a coordinated multidisciplinary care pathway has already shown reductions in mortality. 17 In this issue, Dhesi and Griffiths 18 have set out the key issues for joint physician/ anaesthetic/surgical teams in assessing and optimizing the risks of surgery in older patients.
The increasing number of older patients in hospital with impaired dementia, confusion or mental disorder 6, 19 calls for far greater knowledge, confidence and awareness among clinical staff, especially in view of the law surrounding the Mental Capacity Act and Deprivation of Liberty Safeguards. In our final paper, Grant 20 sets out a lucid explanation of the key issues in law that this legislation poses for staff who need to make balanced judgements between their duty of care and advocacy, the rights and wishes of patients and their carers. This is the first issue of Clinical Risk which has focused entirely on the safety of older patients, but I hope it will not be the last. Perhaps next time we should broaden the remit to include issues for patients receiving community services and "care closer to home".
